Introduction
When health authorities became statutory consultees to the Environment Agency (EA) under the Pollution Prevention and Control Act 1999 and its Regulations, [1] [2] [3] this new role added consideration of the potential impact on public health to the process of permitting industries with potential to cause significant pollution. Over the last decade, the number, variety and intensity of disputes over the effects or potential effects of environmental hazards on health have increased in the United Kingdom. Accompanying this are an increase in the public's expectations of being informed about and involved in decision-making, and a heightened accountability of decision-makers. 4 Concomitantly, Shifting the balance of power 5 and Getting ahead of the curve 6 have abolished health authorities and created new structures responsible for health protection in England. The role of statutory consultee, initially given to health authorities, has now been delegated to Primary Care Trusts (PCTs) by strategic health authorities. 7 Types of industry regulated by the Integrated Pollution Prevention and Control (IPPC) regime comprise production of energy (including waste-to-energy sites), mineral and chemical industries, and waste management (including landfill and incineration), amongst others. 1 
Methods
We visited each of the EA public registers holding applications from industries within the former Northern and Yorkshire NHS Region. Inclusion criteria for the review were an application date between 1 August 2000 and 31 July 2001 and the location of the operational site within this Region. Information was recorded about type of industry, current or proposed location, size (centimetres' thickness of the submission), date sent to the health authority and date of its response. Where available, a copy of the response was taken for further analysis; alternatively, absence of a response was documented. We adapted the list of criteria from the CHMRC guidance. 3 
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Results
A total of 27 applications for the 13 health authorities in the former Northern and Yorkshire NHS region that fulfilled the inclusion criteria were found in four EA offices. Each of the health authorities had received at least one application ( Table 1) .
The types of industries primarily reflected those being phased in, although a few were new proposals ( Table 2 ). This resulted in applications from specific industries being submitted in batches (Figure) . The size of applications, measured as thickness of the submission, ranged from less than 1 cm to 20 cm (median, 2.5 cm). Sixty-five per cent of responses were within the 28 day deadline.
No response or acknowledgement from the health authorities was on the public register for four (15 per cent) applications, each from different health authorities; three of those four health authorities had responded to other applications they received. For seven (30 per cent) applications, the response was that the health authority had no comments to make. Sixteen responses of a total 27 (59 per cent) had sufficient substance for more detailed analysis of their content (Table 3) .
Discussion
A statutory consultee is not obligated to respond to the EA; however, several issues of accountability are raised in this context. Should comments persuade the EA to deny a permit, the applicant may pursue a judicial review. Alternatively, should adverse health effects result from an industry's activities, there may be repercussions because the PCT failed to protect health. Irrespective of the signatory, the response should carry the commitment of the board of the organization because of these accountability issues.
No health authority received more than four applications in the first year of IPPC; however, applications tended to arrive in batches. The range of industries submitting applications in this first year varied widely, a situation that will continue. Several of these industry types had potential to affect public health and/or raise public concern. Future numbers will depend upon the size and distribution of the processes being phased in.
The size and technical content of applications may necessitate multi-disciplinary/multi-agency working to access outside expertise, requiring investment of time to identify resources and establish relationships. The EA consults widely amongst its own staff on various components of an application. Public health needs to develop similar networks in formulating its responses. The lack of co-terminosity between NHS and EA boundaries was an obstacle to identifying those applications relevant to our Region. This has also been reported for other issues related to environmental public health 4 and could be an obstacle for future working, complicating the identification of one's colleagues across agency boundaries.
Most health authorities had not committed extra resources toward fulfilling their new responsibility, with the exception of one Figure Number of applications by month of receipt at health authorities (n = 27). 
joint arrangement between two health authorities, now three PCTs in the northern part of the region. Passing responsibility for IPPC to smaller, more numerous PCTs 7 has made it even more important to identify resources and expertise. Responses may require commitments that cannot be fulfilled in addition to other current workload, i.e. that of CsCDC or DsPH. The role of the new Health Protection Agency in IPPC remains unclear at present.
Specialized training specifically for developing IPPC responses is not currently available in England. Surprisingly, an attempt in autumn 2001 to organize a group of continuing professional development sessions on this subject drew insufficient response to progress this training in the Region.
None of the 16 substantive responses entirely met the criteria listed in the CHMRC guidance. Respondents appeared to most easily comment on possible emissions and other potential hazards, but less frequently identified or described the population at risk, which would seem integral to a public health response. The wide variation of responses reflected a disparity in the approach to fulfilling this function. If an aim of the legislation was to create uniformity in the requirements placed on industries across the country then this objective was not met.
A recent scoping study by the Northern and Yorkshire Public Health Observatory concluded that the roles and responsibilities of the NHS in relation to environmental hazards and health were unclear, and that there was a lack of trust between stakeholders and a shortage of personnel, skills and expertise. 4 It is unlikely that development of experience and expert knowledge in each primary care organization is practicable or desirable; it would seem more appropriate for this expertise to be placed at a regional or strategic health authority level, with close liaison with public health staff in PCTs and local authorities. Even where PCTs obtain assistance from various sources, the response still requires a public health perspective, in addition to toxicologically based feedback. Local knowledge of public concerns and of the health status of the exposed population can only be provided by PCTs. Development of sufficient capacity as well as capability is also imperative, as the coming year will bring numerous applications from existing landfill sites and chemical industries, some of which will be potentially contentious.
Factors that might hamper this audit's ability to accurately represent the nature of health authorities' responses could include: not all of the materials pertaining to an application being present on the public register; no consistent standard of filing; consultations or site visits may not have been documented in the response; and there may have been verbal agreements reached with the EA about timeliness. Overall, however, we consider the retrieved 27 records to accurately represent the breadth and depth of health authorities' responses.
Conclusions
This audit demonstrated that during its first year the objective of providing public health input was not sufficiently met in the Northern and Yorkshire NHS Region. Investments in training, research and strategic leadership are vital to meeting this objective. 4 
